Pregnancy---as well as contraception, abortion, prenatal care, birth, postpartum care, chestfeeding or breastfeeding, and childrearing---are often presented as experiences of cisgender women. *Cisgender* is a term that describes a person whose current gender identity is consistent with the gender identity generally assumed for the sex they were designated or assigned at birth, which is typically based on external genitalia. For example, a cisgender woman is a person who identifies as a woman and was assigned female sex at birth (ie, the sex listed on their birth certificate). Yet, people of many genders---women, men, genderqueer, nonbinary, and more---can and do carry pregnancies.^[@R1],[@R2]^ We, the authors of this commentary, are sexual and reproductive health advocates, counselors, health-care providers, and researchers with a range of identities, including those who are transgender and gender nonbinary. *Transgender* is an umbrella term for people whose gender identity differs from the gender identity generally assumed for the sex they were assigned at birth. People with *nonbinary* genders have gender identities that do not fit exclusively into the binary categories of woman or man. For example, some nonbinary people have a gender that blends elements of being a man or a woman, and some nonbinary people do not identify with any gender. Some people\'s gender changes over time (genderfluid). People whose gender is not that of a woman or man may use many different terms to describe themselves, with nonbinary being one of the most common. Other terms include agender, bigender, genderqueer, and more. None of these terms are identical or synonymous---but all speak to an experience of gender that is not just that of a man or woman exclusively.^[@R3]^

We aim to make evident that solely referencing cisgender women (or cisgender men) in the context of sexual and reproductive health---particularly pregnancy planning and care---excludes a diverse group of people who have sexual and reproductive health needs and experiences that are both similar to and unique from those of cisgender people.^[@R4]^ This exclusion prevents the advancement of science and clinical care for people of all genders, including cisgender women. We call on clinicians and researchers to ensure that all points of sexual and reproductive health access, sources of information, and care delivery comprehensively include and are accessible to people of all genders.

We describe harms imposed by a narrow focus on cisgender women in clinical and research settings. We also provide specific and concrete suggestions for how to be inclusive, accurate, and effective in our work to achieve gender justice and improve health care for all.

BARRIERS TO SEXUAL AND REPRODUCTIVE HEALTH FOR TRANSGENDER AND NONBINARY PEOPLE {#s1}
===============================================================================

An estimated 1--1.4 million adults (0.4--0.6% of the adult population) in the United States are transgender,^[@R5],[@R6]^ although this number is almost certainly an underestimate.^[@R6],[@R7]^ Population proportions may be substantially higher among the next generation; for instance, a study from the GLAAD Institute found that 12% of people aged 18--34 years in the United States identify as a gender other than cisgender.^[@R8]^ Yet, owing to inadequacies of existing research, there is much that we do not know about the sexual and reproductive health needs and experiences of transgender and gender nonbinary people. Gaps regarding transgender and gender nonbinary people\'s health and health care needs include contraceptive method preferences, the influence of gender-affirming hormone use^[@R9]^ on fertility, transgender and gender nonbinary people\'s desires for and experiences with pregnancy and experiences of abortion, and a range of other core sexual and reproductive health outcomes.^[@R10]--[@R13]^ The existing literature emphasizes that many transgender and gender nonbinary people do not seek needed health care as a result of experiences with discrimination and lower quality care related directly to gender identity.^[@R14]^ Transgender and gender nonbinary people are more likely than the general U.S. population to be uninsured, to experience discrimination and mistreatment in health care settings, and to be adversely affected by limited clinician knowledge or refusal to provide care.^[@R10],[@R14]--[@R17]^ For sexual and reproductive health care, although much less is known than for general health care services, these barriers are compounded by the highly gendered environments in which people obtain health care related to contraception, abortion, pregnancy, and birth, among others---care that is widely conceptualized as "women\'s" health services.^[@R11],[@R18]^ Similarly, equating gestational-related services with "women\'s" health marginalizes both transgender women who cannot (currently^[@R19]^) carry a pregnancy as well as cisgender women who by choice, congenital anomaly, infertility, or other process cannot or do not want to carry a pregnancy, and thereby reinforces the misguided notion that womanhood is inherently linked to the anatomic and functional capacity for pregnancy.

CONSEQUENCES OF EXCLUSIVE LANGUAGE AND ENVIRONMENTS IN SEXUAL AND REPRODUCTIVE HEALTH CLINICAL CARE {#s2}
===================================================================================================

Although scarce formal documentation exists, powerful community testimony highlights the harms of gender-exclusive language (eg, "women\'s" health) and representation.^[@R20]--[@R23]^ This can be particularly pronounced in clinical care settings, such as obstetrician--gynecologist (ob-gyn) offices, family planning centers, and other sexual and reproductive health clinics. For example, entering a clinic where the sign advertises "Women\'s Health," where the walls and chairs are pink, where images of only cisgender women hang in the waiting room and visit rooms, where instructional brochures use language relevant for cisgender women only, and where the patient restroom is labeled a "women\'s" restroom can be stigmatizing and isolating for a person who is not a woman.^[@R24]^ Similarly, experiences of mis-gendering by clinic staff, such as a clinic receptionist referring to a man as "Miss" or "she," or the experience of being seen by a health care provider who is not knowledgeable about the provision of affirming sexual and reproductive health care for transgender and gender nonbinary patients^[@R25]^---or who outright refuses to provide care to transgender and gender nonbinary patients^[@R11]^---can traumatize patients and deter them from seeking future health care. Electronic medical records (EMRs) can complicate the issue by preventing even well-informed clinicians from completing a patient\'s chart accurately simply because specific codes are inconsistent with someone\'s sex or gender as registered in the EMR.^[@R12],[@R26]^ For instance, a clinician may find that the EMR does not display the appropriate checkboxes to document a prostate examination on a transgender woman who is registered as a woman, or that they are unable to complete charges for a man of transgender experience who is undergoing intrauterine device placement because this is inconsistent with the sex of his registration in the EMR (Fig. [1](#F1){ref-type="fig"}). Another challenge with some EMR systems is the electronic communication of laboratory values to patients as soon as they are available using laboratory "normal" ranges based on cisgender patients, meaning that a patient may see their result flagged as "abnormal" even when it is actually normal based on the medications or hormones the patient is taking or the surgeries they have had. Similar challenges arise with some health insurance plans that refuse to cover preventive sexual and reproductive health care (eg, Pap tests, contraceptive care, sexually transmitted infection screening) or pregnancy care for someone who has registered as a man on their insurance, even though the Affordable Care Act defines this as illegal under Section 1557.^[@R27]^
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Beyond deterring patients from seeking care, these factors can also negatively affect the quality of care received. For instance, in a health record in which a transgender man is registered as male, the EMR will not typically prompt the clinician to ensure that the patient is up to date on his Pap tests or present options to record an obstetric history; a transgender man or nonbinary patient may skip an intake form section marked "For women only," omitting key information about reproductive history; or simply, a health care provider may skip questions on patient sexual history because they do not know what language to use and are afraid of being offensive.^[@R26]^ Research suggests that efforts toward incorporating transgender health into undergraduate and graduate medical educations are nascent. Such programs are sparse, with only 16% of Liaison Committee on Medical Education-accredited academic practices reporting a comprehensive LGBTQ competency training program; more than half (52%) report no LGBTQ training.^[@R28],[@R29]^ Even when training is provided, it may not be of high quality.^[@R30]^ More specifically, a survey of ob-gyns in the United States found that only a third (or less) were comfortable providing care for transgender patients. Each of these realities (and others) additively acts to deter many transgender and gender nonbinary people from seeking sexual and reproductive health services. Further, they reduce the quality of care if obtained and lead to reluctance to seek future care, thereby reducing access to care for related sexual and reproductive health services, such as desired pregnancies, assisted reproductive techniques, and fertility preservation, and could increase the chance of sexually transmitted infections and unintended pregnancy, missed cancer screenings, and more.

CONSEQUENCES OF EXCLUSIVE LANGUAGE AND IMAGES IN SEXUAL AND REPRODUCTIVE HEALTH RESEARCH {#s3}
========================================================================================

The focus on cisgender women in sexual and reproductive health research has led to data that are either irrelevant to or inaccurate for those of us who are transgender and gender nonbinary. The limited data on the specific sexual and reproductive health needs and experiences of transgender and gender nonbinary people are fraught with misclassification bias owing to lack of specificity in defining terms, vague inclusion criteria, negation of the importance of gender self-identification, heteronormative assumptions about sex and reproduction, clinical and investigational selection bias, and legal or practical requirements for sterilization for gender affirmation. Conflation of language is common, with lack of distinction between "sex" (ie, the classification of people as male, female, intersex, or another sex based on a combination of genital anatomy, hormones, and chromosomes) compared with "gender" (ie, one\'s internal sense of being a man, woman, neither of these, both, or another gender\[s\]), despite different meanings and implications. Incomplete or vague eligibility criteria lead to study samples that systematically exclude portions of the target population; for instance, studies on pregnancy experiences recruiting women only, thereby excluding pregnant transgender and gender nonbinary people from the study. Relatedly, many examples exist of researchers misclassifying people in ways that do not reflect their gender identity (eg, erroneously including transgender women in research about men who have sex with men^[@R5]^), which undermines the identity of research participants and also the inferences that can be derived from study findings. Heteronormative assumptions about sexual activity and pregnancy desires underpin many of these research blind spots, such as the assumption that only cisgender women who are straight or bisexual can get pregnant or would want to be pregnant, when, in fact, that does not capture the diversity of experiences that occur. Further, the historical and current intersection between research and gatekeeping (eg, research being conducted by health care providers who also control patients\' access to gender-affirming treatment), as well as requirements that transgender people be surgically sterilized to be legally recognized in their gender,^[@R31],[@R32]^further contribute to inaccuracies and bias in sexual and reproductive health research by inducing selection bias in both who can and who does present for care.

Whether the invisibility of transgender and gender nonbinary experiences in sexual and reproductive health research is the result of study design and analysis practices that lack consideration of transgender and gender nonbinary experiences or of transgender and gender nonbinary people choosing not to participate in research because of a long history of discrimination and mistreatment, the result is the same---selection bias and invisibility about the needs of transgender and gender nonbinary people. As a result, most existing sexual and reproductive health research cannot be used to inform clinical or public health practice improvements for transgender and gender nonbinary people because the data simply have not been collected. One example of this is in the Behavioral Risk Factor Surveillance System, a national system of health-related telephone surveys conducted in the United States. The Behavioral Risk Factor Surveillance System asks for "sex" as well as "gender identity" but does not provide a definition of "sex" and asks questions about preconception health and family planning only to respondents who report their sex as female. Yet, in 2017 for instance, potentially owing to the lack of clarity in definitions of "sex" and "gender," our analyses of Behavioral Risk Factor Surveillance System data indicated that 77 transgender men reported their sex as male and 139 transgender women reported their sex as female.^[@R33]^ This means that, in this one dataset, at least 139 people who could never have gotten pregnant were asked questions about contraception and 77 people who may or may not have the capability to become pregnant were not asked these questions. Similarly, another analysis found that up to 29.6% of BRFSS respondents are misclassified by sex assigned at birth in the 2014--2016 datasets.^[@R34]^ This misclassification bias leads to issues with data quality and accuracy and inferential errors that researchers and others draw from study data. Further, the lack of inclusion of transgender and gender nonbinary people in much sexual and reproductive health research limits the advancement of reproductive medicine. For instance, in the small but growing body of research in which transgender and gender nonbinary patients have been included, we are learning about the effect of testosterone on ovarian function, puberty, bone health, and sex drive, as well as other biological and pathologic processes.^[@R35]--[@R39]^ Broader inclusion in research could open up new understandings of medicine for people of all genders.

SUGGESTIONS FOR INCLUSIVITY IN SEXUAL AND REPRODUCTIVE HEALTH CARE AND RESEARCH {#s4}
===============================================================================

Regardless of context, there are almost always simple, direct ways of shifting our language and environments of care and research to be inclusive---subtle changes that may carry much significance for people\'s experiences with sexual and reproductive health care. Based on a nascent and growing literature on the needs and preferences of transgender and gender nonbinary populations with regard to sexual and reproductive health care,^[@R10],[@R11],[@R19]^ and personal experiences as researchers, clinicians, and members of the transgender and gender nonbinary community, we offer this set of context-specific suggestions to facilitate a shift in our field toward inclusion. In particular, we focus on two settings: clinical care and research.

CLINICAL CARE {#s5}
=============

It is essential that health care providers and staff communicate information clearly while also prioritizing and being flexible to the unique needs of each individual patient. To achieve this balance, we have identified best practices to make gender-affirming care the norm for patients of all genders (Table [1](#T1){ref-type="table"}). We group these recommendations according to physical aspects of care facilities (signage, services provided), patient informational materials and intake forms, and interactions between staff and patients. Our recommendations build off of guidance provided by clinicians who specialize in the care of transgender and gender nonbinary patients,^[@R11]--[@R13],[@R18]^ and we broaden our recommendations for clinical encounters with patients of all genders.

###### 

Recommendations for Building Gender-Inclusive Clinical Settings
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RESEARCH SETTING {#s6}
================

Specificity and precision in language are essential to conducting high-quality research and to communicating results clearly. Although some have argued that expanding the focus beyond cisgender women in sexual and reproductive health research may confuse people,^[@R41]^ or generalize the research to an extent that it is difficult to understand, we disagree. Failing to clearly articulate the relevant study population for a given research question in terms of gender identity, sex assigned at birth, hormonal milieu, or current organs can restrict (or broaden) the sample population unnecessarily, leading to the systematic exclusion of certain populations from research and complicating our ability to understand whether and to whom research results apply. Further, most widely used or validated measures of sexual and reproductive health experiences are laden with heteronormative, cisnormative assumptions about the types of sex people are having^[@R42],[@R43]^; the gender, sex assigned at birth, and current organs of people\'s partners; and their capacity for pregnancy. These assumptions bias the questions and, consequently, the data that they collect. We make recommendations for how researchers can more appropriately consider and define the relevant study population for a given research question (in terms of gender identity and sex assigned at birth); develop and field more inclusive, relevant, and precise research measures; report and disseminate findings with more thought and nuance in relation to gender and sex; and involve transgender and gender nonbinary individuals at each step of the process, including on the research team itself (Table [2](#T2){ref-type="table"}).

###### 

Recommendations for Conducting Gender-Inclusive Research
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CONCLUSION {#s7}
==========

Clinical care and research are closely linked; questions that arise in clinical care motivate much research, and research subsequently informs changes and innovations in clinical care. If people are left out of either space, they are left out of both. In this commentary, we have endeavored to highlight key barriers to inclusion of transgender and gender nonbinary people in sexual and reproductive health care and research and to provide suggestions for addressing these barriers. We have by no means covered all barriers and, indeed, know that more is needed to understand barriers faced by more vulnerable and differently resourced communities within the larger transgender and gender nonbinary umbrella, including barriers specific to youth and adolescents, such as parental involvement and consent, coming out or disclosure to parents, and more, as well as barriers unique to transgender and gender nonbinary people of color, people with disabilities, and people who do not speak English.

Language reflects and reinforces our attitudes. When we evaluate our language, we examine more deeply the assumptions that frame our work. Changing the language we use and the environments in which we work is necessary for greater inclusion and quality, but it is not an all-encompassing solution. Rather, it is the first of many crucial steps needed to move us toward greater inclusivity, kindness, and, ultimately, higher quality clinical care and research for people of all genders. We hope this commentary contributes to shifting the paradigm of sexual and reproductive health clinical care and research toward this vision of comprehensive inclusion and high-quality health care for all.
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